ABSTRACT Knowledge of both the common and atypical presentations of human immunodeficiency virus (HIV)-associated dermatoses may be helpful in arousing suspicion of HIV, especially in patients with no reported risk factors. Herein, we report the case of an otherwise healthy, nonpromiscuous 29-year-old man who presented to our institution with an eight-week history of plaques with oyster shell-like scales on the trunk, extremities and genital area. The plaques were associated with fever, and intermittent knee pain and swelling. Initial diagnostic tests were suggestive of drug hypersensitivity syndrome, and the patient's condition improved with treatment using oral prednisone. However, the lesions recurred when the dose of prednisone was tapered, even after the culprit drug had long been discontinued. Repeat skin punch biopsy and arthrocentesis revealed a diagnosis of psoriasis vulgaris with psoriatic arthritis. Due to the atypical presentation of psoriasis, the patient was counselled to undergo HIV testing, which came back positive. Clinicians should be attuned to the skin signs heralding HIV/acquired immunodeficiency syndrome, in order to facilitate early diagnosis and treatment.
I NTRO D U C TIO N
Dermatologic disorders occur in up to 90% of individuals with human immunodeficiency virus (HIV) infection; these disorders may be the first clinical manifestations of HIV to be recognised. (1, 2) They may also serve as useful markers of CD4+ cell decline and disease progression to acquired immune deficiency syndrome (AIDS). (3) As such, recognition of these cutaneous clues is vital to the early diagnosis and treatment of HIV/AIDS, especially in patients with no reported risk factors.
The plethora of skin manifestations in HIV/AIDS is vast and complex, as they encompass a host of infectious, inflammatory and neoplastic disorders. (4) Further adding to this complexity, common dermatologic conditions may have atypical presentations in individuals with HIV. (5) For example, psoriasis vulgaris, a common immune-mediated inflammatory skin disorder, classically appears as erythematous plaques with silvery-white scales on extensor surfaces of the body such as the knees and elbows (i.e. the chronic plaque type).
In contrast, psoriasis vulgaris in patients with HIV may have scales that appear thick and oyster shell-like (i.e. ostraceous psoriasis) instead of silvery-white, and occur on flexural areas (i.e. inverse psoriasis) instead of on extensor surfaces. In addition, individuals with HIV often have more than one form of psoriasis, (6) as evidenced in the present case. Thus, for patients who harbour not just lesions on their skin but also 'skeletons in the closet', the skin signs can lead clinicians to suspect HIV and recommend relevant screening.
CA S E R EPO RT
A previously healthy 29 -year-old Filipino man from Catanduanes, Philippines, presented to the Dermatology clinic of our institution for ostraceous plaques with erythematous borders on his trunk and extremities. The skin lesions had erupted eight weeks prior to his consult, initially appearing as erythematous, nontender, nonpruritic nodules over the forehead, malar area and nose; the nodules were associated with diffuse facial erythema, and scalp scaling and pustulation.
He was given a seven-day course of cloxacillin for the nodules and pustules, which resolved over the next two weeks.
However, the patient developed greasy yellowish scaling on his face and numerous erythematous papules, which evolved into very thickly scaled oyster shell-like plaques, over his trunk, extremities and inguinal areas. Moist, eroded papules and patches also developed on both axillae. There was associated high-grade fever and isolated, intermittent left knee pain, but no other concomitant symptoms. The patient was initiated on clindamycin by another physician, but as the treatment did not lead to a resolution of the symptoms, the patient presented at our institution for a consult. Aside from a history of adequately treated pulmonary tuberculosis, the patient's medical history was unremarkable. The patient had no chronic In the present case, our patient did not appear to be at high risk for HIV infection because he denied engagement in any form of sexual intercourse and the use of intravenous drugs.
The constellation of dermatologic and rheumatologic findings on physical examination was the impetus that led to the diagnosis of HIV. Other than being a means by which an early diagnosis can be reached, dermatologic diseases also serve as reliable indices of immune status, Often, more than one form may coexist in a HIV-infected individual, (6) as was noted in our patient who had both inverse and ostraceous psoriasis, a rare variant of chronic plaque type psoriasis. (8) In addition, the prevalence of psoriatic arthritis is much higher in the HIV/AIDS population than in the immunocompetent population (50% vs 20%). The choice of therapeutic agents depends largely on disease severity and the patient's immune status. Topical therapy with steroids, calcipotriene, or a combination of the two, is the recommended first-line treatment for mild-to-moderate psoriasis, while phototherapy and antiretrovirals are the recommended first-line treatment for moderate-to-severe psoriasis, with oral retinoids serving as second-line treatment. (11) In the case of a more refractory, severe cutaneous disease that is associated with arthritis, cautious use of immunosuppressives such as cyclosporine A, methotrexate, hydroxyurea and tumour necrosis factor-α inhibitors may be considered. (11) Despite the availability of various treatment modalities, psoriasis in the context of HIV tends to have a chronic-recurrent character and high failure rates. (12) However, even in the face of these difficulties, treatment should still be instituted for psoriasis and other dermatologic and rheumatologic disorders afflicting patients with HIV, as these disorders may be severely troubling to patients and adversely affect their quality of life. HIV infection, in order to facilitate early diagnosis and treatment, which will ultimately improve patient outcome.
